been noted in all cases ranging from gluteal abscesses to generalized fibrinopurulent peritonitis.
(5) The pus is of a greeDish-yellowish colour, of unhomogeneous consistence, with abundance of fibrinous rags and clots. Lt has no odour. Examination of smears stained by Gram's method shows abundant short and long Gram-negative rods. In many cases the bacilli are so short as to present a coccoid appearance.
(6) Suppurative lesions from B. paratyphosum C when appropriately surgically treated by ample incision, drainage, and dry aseptic plugging of the cavity, heal rapidly and easily.
Discussion.-Dr. H. SCHiJTZE said that in 1918 Ledingham had noticed, in his Mesopotamian cases, the frequency with which abscesses occurred in association with paratyphoid C; these abscesses were found in the liver and kidney and were characteristically nultiple, a feature which served to differentiate them from those of am4ebic dysentery. Pulmonary complications were also a feature of the cases. Mackie and Bowen reported finding multiple abscesses in the liver and an abscess in the buttock from which the bacillus of paratyphoid C was isolated; they remarked upon the particular liability of paratyphoid C to produce visceral infection, especially in the lungs.
Mr. BRUCE WHITE said that Dr. Giglioli's paper added further evidence to support an opinion that paratyphoid C is in the main a secondary disease, depending sometimes on debilitating conditions (anEemia, scurvy, neoplasms), but more frequently superimposed on pre-existing protozoal or typhus infection. In the Russian epidemics (1921-23) of paratyphoid C the infection spread almost exclusively among those suffering from, or convalescing from, relapsing fever, though in a few cases typhus played the primary role. Summing sixty-five case records of paratyphoid C infection furnished by Neukirch (Turkey), Dienes and Wagner (Galicia), Hirschfeld (Balkans), Bosch (Sumatra), and Garrow (East Africa) it was found that twenty-one sufferers had malaria, five showed spirochEetes in their blood, and two (? three) had or had had typhus.
There was a distinct parallel between the secondary role of Hirschfeld's organism in human disease and that of the Bacllus 8u'&pestifer in hog-cholera; in view of the specially close serological-and presumed genetic-relation of these organisms, this point had an added interest. It was probable that the barrier to the spread of Hirschfeld's organism in Western Europe was the absence of a widespread protozoal or virus disease of man affording it a pathogenic opportunity.
The Epidemiology and Pathology of Tuberculosis in India.
[Abstract of a paper read by A. C. UKIL (Calcutta).] AN attempt has been made to discover the causes of the rapidly increasing morbidity and mortality from pulmonary tuberculosis in India. The methods employed in study were: (1) A tuberculin survey (cutaneous test with pure tuberculin) of 6,500 persong in rural, semi-rural and urban areas in four provinces;
(2) the mortality statistics; (3) a study of the clinical forms of the disease and of post-mortem lesions ; (4) isolation and typing of strains of tubercle bacilli from extra-pulmonary lesions ; (5) a study of the rBle of secondary bacterial flora in phthisis in the tropics, and (6) a consideration of certain metabolic factors and the influence of climate and of sunlight on the incidence of the disease.
The average incidence of cuti-reaction over all ages was found to be 33 4% for rural, 47 -9% for semi-rural, and 55 * 1% for urban areas. Variations in the frequency and the intensity of the reaction have been studied. As studied from the mortality curves, hospital and necropsy returns, and other evidences, the peak of mortality curve in infancy and childhood, as found in Europe, was lacking. The open-air life of the people and the raising of immunity by exposure to sunlight have been suggested as possible causes.
The presence of imperfect specific immunity in the population has been shown by cuti-reaction figures, and post-mortem data from hospital cases and cases of accidental deaths, and has been compared with data in European countries. Massive infection being extremely frequent, this factor, operating on an imperfectly immunized soil, explains most of the clinical and pathological lesions met with. A study of the secondary bacterial flora (aerobic and anaerobic) has brought out the fact that, apart from their ulcerative action in cavities, they increase the virulence of the tubercle bacilli in many cases.
It has further been shown that extra-pulmonary tuberculosis in India is almost entirely due to the human type of tubercle bacillus.
[The paper was discussed by Dr. Haslam, Dr. Graham Forbes, Dr. Christopherson and others.]
